Rochester Family Dentistry

Anne A. Sy, D.D.S.

1014 Madison Street, Rochester, IN. 46975

Telephone (574)223-3312 Fax (574)224-3312

drsyrochester@gmail.com

HIPPA UPDATE FORM:
Section A: Patient Giving Consent

Patient Name (Printed)    ____________________________     Date:_________________
Section B: To the Patient – Please read the following statement carefully.

Purpose of Consent: By signing this form you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations. 
Notice of Privacy Practices: You have to right to read our notice of Privacy Practices before you decide whether or not to sign this consent. Our notice provides a description of treatment, payment activities, healthcare operations, of the uses and disclosures we may make of you protected health information that we maintain. 
You may obtain a copy of our Notice of Privacy Practices at any time by request.

Right to Revoke: You will have the right to revoke this consent at any time by giving us a written notice. Please understand that revocation of this consent will not affect any action we took before we received your revocation, and that we may decline to treat you or continue treating you if you revoke this consent. 

Signature: As a patient or personal representative of patient, I have had full opportunity to read and consider the contents of the consent form and your Notice of Privacy Practices. I understand that, by signing this consent form, I am giving my consent to you to use and disclosure of my Protected Health Information to carry out treatment, payment activities, and health care operations. 
Consent: The undersigned hereby authorizes doctor to take x-rays or any diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of the patient’s needs. I also understand the use of anesthetic agents embodies a certain risk. I also authorize Doctor to preform any and all forms of treatment, medication and therapy that may be indicated. 
I would like to continue to be treated in this office and authorize my dental records to maintained in this office under HIPAA (Health Insurance Portability and Accountability Act of 1996) by Rochester Family Dentistry, LLC. 
_____________________________________                                                      _________________
Patient Signature (Legal Guardian Signature if Minor)                                     (Relationship to Patient)     

Please allow any records, xrays, or information necessary to ________________________________ for my account should it ever become necessary.                                              (Printed Name Whom to Share Information)
SIGNATURE ON FILE:
This office is happy to help you process your insurance. We will complete our portion of the claim form and mail the form promptly and at no charge.

Insurance coverage usually is limited to a portion of the fee agreed to by you in our office. There categorically is no such thing as “UCR” fee for any nation, state, or zip code that is not created internally by the insurance industry. The limits of your coverage are based upon such things as premium amounts and profit margins designed by the insurance company. The insurance companies are solely responsible for those numbers. 

We are not members of any groups, nor do we agree to any fee schedules other than those agreed to between you and this office. When you receive treatment in this office, you agree to be financially responsible for the entire fee in this office, independent of insurance coverage. 

_____________________________________         Date:    ________________________
I authorize payments of benefits directly to the provider. I authorize the release of all necessary information to the insurance carrier and its representatives.  I have read this form and agree to be financially responsible.                                                        
